Dear Editor, Colocutaneous fistulas are very rare, account for 1%-4% of the total number of fistulas complicating diverticular diseases, and may be caused by percutaneous drainage of diverticular abscesses without subsequent resection (1). They are more likely to occur in a patient who has undergone resection and primary anastomosis. In this letter, we report a case of a patient with a fistula connecting the sigmoid colon with left iliac fossa skin as a complication of sigmoid diverticulitis.
A 45-year-old male was admitted to our department for cutaneous fistula formation and seropurulent secretion in the fistulous opening. Initially, the patient with complicated colon diverticular disease had been admitted to another hospital 3 months previously with an abscess in the left iliac fossa, and its drainage was performed. Postoperative evolution was unfavorable with fistula formation in the scar (Figure 1 ). Physical examination indicated the presence of a postoperative scar with signs of inflammation and at the lower pole of the postoperative scar, a fistulous orifice with a diameter of 0.2-0.3 cm discharging the seropurulent fluid.
Fistulography of the left iliac fossa emphasized opacification of the sigmoid loop with inflammatory changes and incomplete lumen stenosis over a distance of approximately 10 cm.
Abdomen and pelvis computed tomography (CT) revealed infiltration with inflammatory aspect of subcutaneous fat in the anterior and left abdominal wall. At the lower pole of the postoperative scar, inflammatory process spread in the intrapelvic region without extending to the left iliac muscle, but with no cleavage plane toward the ileal loops. It also revealed the presence of fluid and air bubbles in the abdominal wall muscles (Figure 2) .
During surgical intervention, we found inflammatory process in the left iliac fossa involving the side of the sigmoid colon, anterior abdominal wall, and greater omentum. Releasing the sigmoid loop was difficult. A fistulous orifice with a diameter of 0.4 was sectioned) located on one side (Figure 3) . The patient underwent treatment with iv cefotaxime+metronidazole for 7 days during hospitalization and with oral ciprofloxacine + metronidazole for another 5 days after being discharged.
The postoperative course was favorable, and the patient was discharged after 7 days. During the 48-month follow-up, no recurrent diverticulitis was observed on colonoscopy and CT.
Spontaneous colocutaneous fistula is extremely rare. In the largest reported series of 93 patients, 88 had fistulas postoperatively, and fistulas spontaneously developed only in five patients (2) .
Although fistulas may not appear on colonoscopy, the procedure is important for assessing the distal gastrointestinal tract for obstruction and for identifying an occasional carcinoma (3).
The American Society of Colon and Rectal Surgeons has established that elective colectomy will be required for patients with complicated colon diverticular disease; colectomy will be individualized in acute colon diverticular disease (4). Lynn et al. (5) suggested conservative management for patients with complex fistulas, including those with a history of radiation therapy and rectal, prostate, and urethral involvement.
In conclusion, patients with a manifestation of subcutaneous abscess in the left iliac fossa or flank area with previous episodes of diverticulitis should be suspected of having diverticular sigmoid perforation and abdominal wall fistula formation. 
